RATIONALE: There are several proposed criteria for defining anaphylaxis. These are inconsistent and can be difficult to apply to the outpatient oral food challenge(OFC) setting. Existing anaphylaxis criteria have not been systematically compared and applied to clinical OFC outcomes. METHODS: 171 failed pediatric OFCs, performed in the outpatient clinical setting over the last 2 years, were analyzed retrospectively. Symptoms during the OFC were documented using PRACTALL scoring guidelines, which were applied to three existing anaphylaxis criteria (Brown, NIAID/FAAN, and Niggemann & Beyer). The provider's individual assessment of anaphylaxis, based on clinical judgment, and epinephrine use were documented at the time of OFC. Correlation among the criteria and clinical data were assessed. RESULTS: 32% of failed OFCs received epinephrine and 36% were diagnosed as anaphylaxis by the provider. According to the Brown criteria, 65% of failed OFCs met criteria for anaphylaxis, compared to 26% by Niggemann & Beyer criteria, and 43% by NIAID/FAAN criteria. The greatest correlation was seen between the provider's assessment of anaphylaxis and epinephrine use (Spearman's r50.85, p<0.0015). There were varying levels of correlation, ranging from 0.30 between Brown criteria and provider determination, and 0.62 between Brown and NIAID/FAAN criteria. Paired samples t-tests indicate significant (p<0.001) differences between all 3 criteria in identifying anaphylaxis. CONCLUSIONS: Existing anaphylaxis criteria and guidelines are inadequate and inconsistent, with variable correlations. This suggests that they have limited application to clinical OFCs performed in the outpatient setting. Validated criteria for the diagnosis of anaphylaxis and guidelines for administration of epinephrine must be created specifically for outpatient OFCs. Cleveland Clinic Foundation, Cleveland, OH. RATIONALE: Rates of anaphylaxis during office oral food challenges (OFC) range from 18-47%. While OFC's occur regularly at large academic institutions, they may be occurring less often at other venues due to concerns about safety and availability of emergency resources. We aimed to investigate the rate at which emergency department assistance was necessary for an OFC reaction in a tertiary care center. METHODS: We retrospectively reviewed 1,040 challenges of 685 pediatric patients who underwent OFC's at Cleveland Clinic from January 2013 -May 2018. Demographics and clinical information were collected including age, provider, food challenged, pre-challenge skin testing and specific IgE (sIgE) results, reaction history classification, and challenge reaction details, including grade, treatment, and need for emergency transfer of care. RESULTS: Of 1,040 total challenges, 529 (51%) had a prior history of reaction to the food and a positive skin prick and/or sIgE test. There were 794 passes (76%) and 246 fails (24%). Systemic reactions requiring treatment occurred in 18% (190/1040) of challenges and 36% (68/190) were administered epinephrine. The most common foods requiring epinephrine were tree nuts (24/68, 35%), peanuts (16/68, 24%), and egg (10/68, 15%). Two challenges, egg and cashew respectively, necessitated emergency response team assistance and emergency department transfer for severe systemic reactions. CONCLUSIONS: Based on this analysis, 18 of every 100 challenges required any treatment and 1.9 of every 1,000 challenges (95% CI 0.23-6.9/ 1000) required treatment beyond what is available in a typical outpatient allergy setting. This report contributes to the literature supporting the safety of oral food challenges. 
National Jewish Health, Denver, CO. RATIONALE: There are several proposed criteria for defining anaphylaxis. These are inconsistent and can be difficult to apply to the outpatient oral food challenge(OFC) setting. Existing anaphylaxis criteria have not been systematically compared and applied to clinical OFC outcomes. METHODS: 171 failed pediatric OFCs, performed in the outpatient clinical setting over the last 2 years, were analyzed retrospectively. Symptoms during the OFC were documented using PRACTALL scoring guidelines, which were applied to three existing anaphylaxis criteria (Brown, NIAID/FAAN, and Niggemann & Beyer). The provider's individual assessment of anaphylaxis, based on clinical judgment, and epinephrine use were documented at the time of OFC. Correlation among the criteria and clinical data were assessed. RESULTS: 32% of failed OFCs received epinephrine and 36% were diagnosed as anaphylaxis by the provider. According to the Brown criteria, 65% of failed OFCs met criteria for anaphylaxis, compared to 26% by Niggemann & Beyer criteria, and 43% by NIAID/FAAN criteria. The greatest correlation was seen between the provider's assessment of anaphylaxis and epinephrine use (Spearman's r50.85, p<0.0015). There were varying levels of correlation, ranging from 0.30 between Brown criteria and provider determination, and 0.62 between Brown and NIAID/FAAN criteria. Paired samples t-tests indicate significant (p<0.001) differences between all 3 criteria in identifying anaphylaxis. CONCLUSIONS: Existing anaphylaxis criteria and guidelines are inadequate and inconsistent, with variable correlations. This suggests that they have limited application to clinical OFCs performed in the outpatient setting. Validated criteria for the diagnosis of anaphylaxis and guidelines for administration of epinephrine must be created specifically for outpatient OFCs. Cleveland Clinic Foundation, Cleveland, OH. RATIONALE: Rates of anaphylaxis during office oral food challenges (OFC) range from 18-47%. While OFC's occur regularly at large academic institutions, they may be occurring less often at other venues due to concerns about safety and availability of emergency resources. We aimed to investigate the rate at which emergency department assistance was necessary for an OFC reaction in a tertiary care center. METHODS: We retrospectively reviewed 1,040 challenges of 685 pediatric patients who underwent OFC's at Cleveland Clinic from January 2013 -May 2018. Demographics and clinical information were collected including age, provider, food challenged, pre-challenge skin testing and specific IgE (sIgE) results, reaction history classification, and challenge reaction details, including grade, treatment, and need for emergency transfer of care. RESULTS: Of 1,040 total challenges, 529 (51%) had a prior history of reaction to the food and a positive skin prick and/or sIgE test. There were 794 passes (76%) and 246 fails (24%). Systemic reactions requiring treatment occurred in 18% (190/1040) of challenges and 36% (68/190) were administered epinephrine. The most common foods requiring epinephrine were tree nuts (24/68, 35%), peanuts (16/68, 24%), and egg (10/68, 15%). Two challenges, egg and cashew respectively, necessitated emergency response team assistance and emergency department transfer for severe systemic reactions. CONCLUSIONS: Based on this analysis, 18 of every 100 challenges required any treatment and 1.9 of every 1,000 challenges (95% CI 0.23-6.9/ 1000) required treatment beyond what is available in a typical outpatient allergy setting. This report contributes to the literature supporting the safety of oral food challenges. There was no correlation between SPT, sesame or Ses i 1-ssIgE and CED or between CED and anaphylaxis in OFC-positive cases. CONCLUSIONS: This is the largest sesame-allergy study to date. Our data suggest that sesame-SPT and Ses i 1-ssIgE have better diagnostic accuracy than whole sesame-ssIgE. Anaphylaxis during sesame-OFC was not dose-dependent.
